would have to show that such tailoring was more successful than
simply assigning all participants to the best available treatment.

Antecedents of Relapse

Social models and pressures to smoke, drink, or take drugs and
feelings of frustration, anxiety, or sadness may frequently precede
relapse (32). In this analysis, social pressure was divided into two
classes, direct and indirect. Direct social pressure involved offering
or encouraging consumption. Indirect social pressure primarily
included other people smoking, drinking, etc., in one’s presence. For
alcohol and drug groups, 14 percent and 28 percent of relapses,
respectively, were in response to direct social pressure, but only 4
and 6 percent followed indirect social pressure. For smokers, this
was reversed; direct social pressure preceded 6 percent of relapses,
but 19 percent were preceded by indirect social pressure.

The findings of Marlatt and Gordon (32) have been replicated by
Lichtenstein et al. (30). Subjects who had quit on their own and then
relapsed reported that social pressure, interpersonal conflict, and
negative emotional states accounted for 80 percent of the relapses.
These same circumstances also accounted for 80 percent of the-
relapses studied by Marlatt and Gordon. The subjects interviewed by
Lichtenstein et al. reported more social pressure (48 versus 25
percent) and fewer negative emotional states (20 versus 43 percent)
as antecedents of relapse than did the subjects studied by Marlatt
and Gordon, but the general pattern remains similar. One area of
appreciable difference between the two studies concerns “urges and
temptations,” coded as the major antecedent of relapse for 18
percent of subjects interviewed by Lichtenstein et al., but for only 6
percent of those studied by Marlatt and Gordon.

Lichtenstein et al. (30) also asked subjects ahout the circumstances
surrounding their relapses. Most took place either at home or in a
bar, tavern, or restaurant. Only 7 percent took place while working.
Other persons were present at 83 percent of the relapses, 59 percent
occurred in small groups, but only 5 percent at parties, reflecting the
setting in which indirect social pressure may occur. Sixty-two
percent of relapses occurred when other people were smoking; 46
percent of relapse cigarettes were requested from others, 11 percent
were offered by others, and only 27 percent were bought. Thirty-six
percent of subjects said they were drinking alcohol at the time of
their relapse.

An important pattern emerging from the survey of Lichtenstein et
al. that describes the impact of social facilitation of relapse and the
social atmosphere surrounding relapses: others are present (83
percent), they are often smoking (62 percent), and they are often the
source of the relapse cigarette (57 percent). The importance of these
factors is reflected indirectly in respondents’ answers to a question
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regarding what they thought would be “most helpful” in quitting
and in remaining abstinent. Answers varied widely, but the most
frequent was social support, mentioned by 25 percent.

Shiffman (46) studied relapse crises described by callers to a
smoking cessation hotline. Relapse crises were situations threaten-
ing continued abstinence, defined by the subjects’ decisions whether
or not to call the hotline. Sixty-one percent of the callers had not
relapsed. Callers had to have been abstinent for at least 2 days. The
median number of days abstinent was 9.7, but duration of abstinence
ranged up to 2 years.

Shiffman’s results were similar to those of Lichtenstein et al. (30)
and Marlatt and Gordon (32). Although 56 percent of the crises took
place in the callers’ homes, in contrast with 26 percent of relapses in
the sample of Lichtenstein et al., others were present during most of
the crises (61 percent). Someone else was smoking in 32 percent of
the situations. Thus, social facilitation and modeling are again
implicated in relapses.

Relapse crises were often preceded by consumption of food (29
percent), alcohol (19 percent), or coffee (18 percent). These data may
be understood in conjunction with the withdrawa! symptoms that
accompanied 53 percent of the crises. It may be that food, alcohol, or
coffee serve as conditioned stimuli for urges to smoke. Shiffman’s
sample suggests this possibility in that half of the subjects had been
abstinent fewer than 10 days at the time of their crises, perhaps
accentuating the role of withdrawal symptoms.

Affect and stress were also found by Shiffman to be major
antecedents of relapse crises. Seventy-one percent were preceded by
negative affect, 42 percent of all callers indicated their crises were
preceded by anxiety, 26 percent by anger or frustration, and 22
percent by depression (callers could cite more than one antecedent of
relapse).

Relapse crises were coded as to the circumstance or setting most
responsible for them. Fifty-two percent were coded as negative affect
or stress and 32 percent as smoking stimuli, most often the smoking
of others, but also including the presence of cigarettes, ashtrays, and
so forth. Together, these two categories accounted for 84 percent of
the crises, almost matching the 80 percent of the relapses attributed
to interpersonal conflict, negative emotional states, and social
pressure found by Lichtenstein et al. (30) and Marlatt and Gordon
(32).

The factors governing whether or not relapse crises actually
resulted in smoking were explored in analyses of over 30 variables.
Only a few were significant. The presence of another smoker, the
consumption of alcohol, and the location of the occurrence were all
instrumental. If another smoker was present, 54 percent of the crises
led to relapse, as opposed to only 32 percent in the absence of other
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smokers. When alcohol was consumed, 61 percent of crises led to
relapse, as opposed to 33 percent in the absence of alcohol. Finally,
being at home or at work was relatively safe; only 33 percent of
crises in these settings led to relapse, as opposed to 57 percent in
other settings. This replicates the findings of Lichtenstein et al. that
relapses occurred less frequently when respondents were alone or at
work.

Coping strategy reports differentiated crises that did and did not
lead to relapse. Subjects using behavioral coping strategies (e.g.,
leaving the situation) relapsed in only 28 percent of crises in contrast
with 58 percent of those who did not. Similarly, those who did and
those who did not employ cognitive coping strategies (e.g., talking
oneself out of an urge) relapsed 30 and 55 percent of the time,
respectively.

Reports of types of coping used were associated with other aspects
of crises. Behavioral coping was reported less often when respon-
dents had been drinking than when they had not. Use of cognitive
coping, however, was not influenced by alcohol.

Depressed mood was also related to cognitive and behavioral
coping skills. A greater percentage of subjects reporting cognitive
coping overcame crises centered on depressed moods than of those
reporting behavioral coping strategies. Only a modest difference
favoring behavioral coping was found in the success rates for
subjects with crises centered on moods other than depression. Of
course, associations among subjects’ reports of moods, actions, and
outcomes need to be interpreted cautiously. Social perception and
labeling processes (2) may distort them. They may also reflect
interactions among length of abstinence, type of crisis precipitant,
and use of coping skills. For instance, after several weeks of
abstinence, when negative emotion may be more related to relapse
(38), ex-smokers may grow weary of the vigilance or effort demanded
by behavioral coping strategies and either stop using them or use
them with less vigor and, thus, less effect.

Differences among the findings of Marlatt and Gordon (32),
Lichtenstein et al. (30), and Shiffman (46) may be attributed in part
to differences in their samples.

In addition to the antecedents of relapse, the “abstinence violation
effect” may lead some to give up the attempt to maintain abstinence
or control (32). The abstinence violation effect is a hypothesized
reaction to first relapse and entails the attribution to oneself of
insufficient skill to maintain abstinence, feelings of dejection over
relapse, and anticipation of positive benefits from the use of the
previously denied substance. The abstinence violation effect and
Shiffman’s findings regarding cognitive coping skills suggest several
treatment approaches. These include the correction of misattribu-
tions of relapse to immutable personal failings, as well as procedures
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